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Abstract
Background: Previous studies have shown that acupuncture and electroacupuncture (EA) are effective in the
treatment of patients with low back pain. However, there is little evidence to support the use of one intervention
over the other. The aim of this study is to compare the effect of acupuncture and electroacupuncture in the
treatment of pain and disability in patients with chronic nonspecific low back pain.
Methods/design: The study design is a randomized controlled trial. Patients with nonspecific chronic low back
pain of more than three months duration are recruited at Rehabilitation Center of Taboao da Serra - SP (Brazil).
After examination, sixty-six patients will be randomized into one of two groups: acupuncture group (AG) (n = 33)
and electroacupuncture group (EG) (n = 33). Interventions will last one hour, and will happen twice a week for
6 weeks. The primary clinical outcomes will be pain intensity as measured and functional disability. Secondary
outcomes: quality of pain, quality of life. perception of the overall effect, depressive state, flexibility and
kinesiophobia. All the outcomes will be assessed will be assessed at baseline, at treatment end, and three months
after treatment end. Significance level will be determined at the 5 % level. Results of this trial will help clarify the
value of acupuncture and electroacupuncture as a treatment for chronic low back pain and if they are different.
Discussion: Results of this trial will help clarify the value of acupuncture needling and electroacupuncture
stimulation of specific points on the body as a treatment for chronic low back pain.
Trial Registration: Clinicaltrials.gov: NCT02039037. Register October 30, 2013.
Keywords: Electroacupunture, acupuncture, low back pain, physiotherapy
Background
Low back pain is a serious public health and socio-
economic problem worldwide; it relates to levels of
absenteeism at work [1, 7] and affects quality of life and
functional performance [1]. It also entails enormous social
and economic costs. There are wide varieties of treatment
options for chronic low back that are endorsed by clinical
practice guidelines [3, 7, 10]. In an attempt to reduce the
impact associated with chronic nonspecific low back pain,
certain treatments have been recommended by The
European Guidelines for the Management of Chronic Low
Back Pain as effective in the treatment of the condition,
such as manipulation/mobilization, acupuncture, yoga,
massage therapy back school, and multidisciplinary
treatment [1]. General advice on the self-management of
nonspecific LBP should include recommendations to
remain active and encouragement to return to normal
activities as soon as possible because many individuals
evolve to significant levels of functional disability due to
fear of movement [9].
Acupuncture is based on the concepts of traditional
Chinese medicine (TCM) and is one of the oldest forms
of complementary therapy. During the past quarter of a
century numerous systematic reviews have investigated
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the effectiveness of acupuncture in the management of
LBP, but review conclusions are sometimes contradict-
ory and often limited by the number and quality of the
included studies [3]. To understand the physiologic
mechanism of acupuncture, some studies report that
the technique causes inhibition in the dorsal horn,
which can activate or inhibit certain points of the body
that stimulate the release of opioids such as serotonin.
Further investigation explored the role of central neuro-
transmitters in mediating acupuncture analgesia, including
capicolaminas and cerotoninas [29, 31]. When released
these neurotransmitters produce various effects, such as
analgesic, muscle relaxant, anti-inflammatory, mild anxio-
lytic and antidepressant effects.
Electroacupuncture (EA) is the application of electrical
stimulation to acupuncture needles and has been widely
practiced and has been indicated in some cases where
treatment with traditional acupuncture (or another tech-
nique) has failed. This technique is used because it can
improve the electrical stimulus of certain physiological
reactions and/or other produce different may obtain a
faster analgesic and anesthetic that manual acupuncture,
low frequencies are indicated for the use of electroacu-
puncture in patients with LBP [13, 15]. One of the main
advantages of using EA in clinical practice or acupunc-
ture research is its ability to set stimulation frequency
and intensity. Lewith [16] compared the efficacy of
transcutaneous electrical nerve stimulation (TENS) with
EA in the treatment of chronic lower back pain. The
study showed that EA produces a greater reduction in
pain scores than TENS. Thomas and Lundberg [22, 24]
also demonstrated that the effectiveness of low fre-
quency EA was effective in reducing chronic LBP.
A recent systematic review concluded that acupunc-
ture and EA has become a popular and complementary
practice in the treatment of LBP [14]. The availability
and practicability of acupuncture are also important
factors to consider; the advantages of acupuncture are
that it is simple, convenient and has few contraindica-
tions. However, it is still not possible to verify its
effectiveness compared to EA in patients with LBP,
but rather as an adjunct to other forms of therapy.
Furthermore, most studies evaluate only aspects of
short-term pain. Thus, it is suggested that more
studies be conducted with the aim of verifying the
effectiveness of acupuncture and EA in the medium
term, in addition to investigating the effects of treat-
ments on psychosocial aspects.
Study aim
The aim of this study is to report the study protocol
used to investigate the effect of EA and acupuncture
treatment in reducing the symptoms of nonspecific LBP.
Methods and design
This study will be a randomized controlled trial, approved
by the Ethics Committee of the School of Medicine of the
University of Sao Paulo (protocol study 350/13), and
funded by the Coordenação de Aperfeiçoamento de
Pessoal de Nível Superior (CAPES). To examine the lon-
gevity of any intervention effects, measurements will be
taken before treatment, after 6 weeks of treatment and 3
months after the intervention. This randomized controlled
clinical trial began recruitment on January 16, 2014 and
the anticipated completion date is April 2015. We will
recruit 66 patients at the Rehabilitation Center of Taboao
da Serra, Sao Paulo, Brazil.
After submitting informed consent and being random-
ized, patients will receive 12 sessions of Chinese acu-
puncture (acupuncture group (AG)) and EA treatment
(EA group (EG)) lasting one hour, twice a week for 6
weeks. Patients will be asked to accept assessments at
baseline and at the end of the first and second weeks of
the treatment phase. The protocol for the AG is
described in Table 1.
Patients
Inclusion criteria
Patients are eligible for inclusion if they were 20–60
years old, with nonspecific chronic LBP for more than 3
months duration and a minimum pain intensity score of
3 in the 11-point pain numerical rating scale.
Exclusion criteria
Patients will be excluded if they had previously had surgery
to the spinal column, known or suspected serious spinal
pathology (e.g., fractures, tumors, inflammatory or rheuma-
tologic disorders, or infective diseases of the spine), severe
cardiopulmonary disease, rheumatic disease, were pregnant,
had a pacemaker or metal implants, or did not understand
the written and spoken Portuguese language [26]. All par-
ticipants will be invited to sign the participant consent
form. The methodoly of this study is based on standards
established under the Consolidated Standards of Reporting
Trials (CONSORT) [18] and Revised Standards for Report-
ing Interventions in Clinical Trials of Acupuncture
(SCRICTA) [20].
Procedures
We will recruit patients with chronic LBP (with symp-
toms of at least 3 months duration) who are seeking
care for their problem. The reviews will take place in
three stages: before treatment sessions begin, at the
end of treatment (6 weeks) and 3 months after the end
of the sessions. The envelopes will be opened sequen-
tially by the treating physiotherapists, who will immedi-
ately provide the first session of treatment to the
patients. Acupuncture points chosen will be selected
Comachio et al. Trials  (2015) 16:469 Page 2 of 7
based on the characteristics of patients and the relevant
literature [11, 27].
The treatment protocol for the opening of the points
will include the Daí Mai (VB41-TR5) meridian, points of
local action and symptomatic points chosen by probing.
The EG will be treated with electrical stimulation toning
of 10 Hz for 10 minutes at the symptomatic points
Zhenjin B23, Baihuanshu B30 and bilateral Mingmen
VG4 (Table 1).
Randomization procedures
Before the treatment begins, the patients will be randomly
allocated to their respective intervention groups. The ran-
dom allocation sequence will be implemented by one of
the researchers not involved with recruiting and assessing
the patients, and will be generated on Microsoft Excel
2013 software. This random allocation sequence will be
inserted into sequentially numbered, opaque, sealed enve-
lopes (to ensure that allocation is concealed from the as-
sessor). The envelopes will be opened by the physical
therapist who will treat the patients.
Outcome measures
The primary outcomes will be pain intensity and dis-
ability. The secondary outcomes will be quality of
pain, quality of life, perception of overall effect, de-
pression, flexibility and kinesiophobia. All scales and
questionnaires have been translated into Brazilian
Portuguese and their properties clinimetrically tested
[6, 8, 19].
Primary outcomes
Pain intensity Pain intensity will be assessed using the
numerical rating scale (NRS). The NRS is an 11-point
scale ranging from 0 to 10 in which 0 indicates an
absence of pain and 10 indicates unbearable pain. Partic-
ipants will be asked to rate their average pain levels for
the week prior to assessment [8].
Disability The Roland Morris disability questionnaire
will be used to assess functional disability due to LBP.
This questionnaire consists of 24 questions that focus
on the regular activities of daily life. Each affirmative
answer corresponds to 1 point, and the final score is
determined by the total number of points − the total
score ranges from 0 to 24, and higher scores reflect
increased disability. Scores above 14 indicate severe
impairment [6, 19].
Table 1 Protocol for acupoints used in the project
Acupoints Location Major indication e Function
BV 41(Zulinqi) On the dorsum of the foot, the proximal angle between the fourth
and fifth metatarsal bone on the lateral depression of the extensor
tendon of the little finger
Relieves joint stiffness and muscle spasms
TA 5 (Waiguan) Near the dorsal wrist crease between the radius bone and ulna Relaxes and strengthens tendons
E 36 (Zusanli) Three inches below the patella between the anterior tibia and the
extensor digit rum longs muscle
Tiredness, fatigue caused by weakness and irritability
H 3 (Shaohai) With the elbow flexed, between the inner end of the cubital crease
and the epicondyle of the humerus
Soothes and strengthens the mind
LI 4 (Hegu) The dorsal side of the hand between the first and second metacarpal
bone of the middle dorsal interosseous muscle, opening the thumb
and forefinger in the middle of the junction line between the first
and the second metacarpal bone
Spasm in fingers
R7 (Fuliu) Two inches above the point R3 on the anterior medial edge of the
soleus muscle
Leg muscle atrophy; swelling
GV 4 (Mingmen) The dorsal midline in the depression below the spinous process of
vertebra L2
Strengthens the lower back and knees
BP 6 (Sanyinjiao) Three inches above the medial malleolus in the posteromedial border
of the tibia
Pain, weakness and imbalance; motor and mental
asthenia
B23 Shenshu B23: one and a half inches toward the lower border of the spinous
process of vertebra L2, 2 cm lateral to the midline.
Bone and kidney problems
B30 Baihuanshu B30: one and a half inches toward the midline of the spine on the
foramen of the fourth posterior sacral level
Hip pain; feeling cold in the lower back
B58 Feiyang B58: seven inches above the heel on the lateral side of the tendon
of the gastrocnemius muscle
Weakness of the leg muscles; leg pain, back pain
B60 Kunlun B60: between the Achilles tendon and the edge of the lateral malleolus
of the ankle on the highest point of the malleolus level
Headache strengthens the lumbar and thoracic region
Acupuncture points chosen will be selected based on the characteristics of patients and literature suggested (Wang KM; George SZ)
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Secondary outcomes
Quality of pain The McGill pain questionnaire provides a
multidimensional assessment of pain. It consists of 78 de-
scriptors of the quantity and quality of pain which are
grouped into four major domains (sensory, affective, evalu-
ative and miscellanea) and 20 subdomains to which inten-
sity values are assigned scores on a scale of 1 to 5. The
questionnaire is used to describe pain experience, and the
score corresponds to the sum of the aggregated values.
Maximum scores will be as follows: sensorial = 41, affective =
14, evaluative = 5, miscellanea = 17, and total = 77. The index
of pain assessment is the sum of added values, and each word
chosen in each dimension is the maximum score for each
category [25].
Depression The Beck depression inventory (BDI) is an
instrument that assesses the severity of depression. The ori-
ginal rating scale consists of 21 items that assess symptoms
and attitudes that vary on a scale of 0 to 3. The items in the
inventory evaluate the following attitudes and symptoms:
sadness, pessimism, sense of failure, lack of satisfaction, guilt,
sense of punishment, self-depreciation, self-reproach, suicidal
thoughts, crying, irritability, social withdrawal, indecisiveness,
distortion of body image, inability to work, sleep disturbance,
fatigue, loss of appetite, weight loss, somatic preoccupation
and decreased libido. The scores for depression are: normal
(<15), mild (16–20) and severe (>20). Higher values indicate
a greater severity of depressive symptoms [2, 28].
Quality of life The short form health survey questionnaire
(SF-36) assesses health-related qualify of life. It consists of
36 questions grouped in 8 domains: vitality (4 items), phys-
ical functioning (10 items), bodily pain (2 items), general
health (5 items), physical role (2 items), emotional role (3
items), social functioning (2 items) and mental health (5
items). For each domain, scores range from 0 to 100 and
higher scores reflect a better quality of life. Only the phys-
ical and emotional domains will be used in this study [4].
Global perceived effect The global perceived effect scale
is an 11-point scale ranging from –5 to 5, where –5
indicates vastly worse, 0 indicates no change and 5
indicates completely recovered. For all measures of global
perceived effect (at baseline and in all follow up), partici-
pants will be asked: “Compared to when this episode first
started, how would you describe your lower back pain these
days?” A higher positive score indicates greater recovery
and 9 of 12 negative scores indicate a worsening of symp-
toms. This outcome will be measured at baseline, after 6
weeks of treatment and 3 months after the intervention [5].
Kinesiophobia The Tampa scale of kinesophobia (TSK),
which was developed to measure the fear of movement due
to chronic LBP, is a self-applied questionnaire consisting of
17 items. Each question has four response options (strongly
disagree, disagree, agree and strongly agree) with scores
ranging from 1 to 4 points, respectively. The scores of items
4, 8, 12 and 16 are inverted and the total score is the sum
of the items, which ranges from 17 to 68 points. Increased
scores reflect an increased fear of movement [23].
Flexibility The flexibility of the posterior chain will be
assessed by the 3 ° finger test. Participants will be asked to
keep their knees fully extended and to flex their torsos
toward the floor with their arms relaxed around the head.
Individuals who can reach to less than 10 cm from the
ground and who can touch the floor will be classified as
having normal flexibility, and those who cannot reach
beyond 10 cm from the floor will be classified as having
reduced flexibility [17].
Intervention
1. The AG will be treated with 0.20 × 15 Manufacture:
Dong Bang, Source: Korea. Acupuncture needles at
specific points (Table 1) for 40 minutes.
2. The EG will be treated with 30 minutes of acupuncture,
and EA stimulation will be used at 10 Hz and amplitude
of up to 10 mA (individually adjusted according to the
tolerance of the subject) in symptomatic points (Fig. 1)
with the Accurate Pulse 585 applied for 10 minutes with
direct current (intermittent).
The treatments in both groups will be administered
over 6 weeks (twice a week for 12 treatment sessions)
by a physiotherapist acupuncturist with experience. All
patients will be directed not to seek any other type of
care or treatment for their LBP for the duration of this
study; they will be allowed to maintain their regular
activities, which will be also monitored throughout the
treatment sessions. Patients will be instructed to stay in
the lateral decubitus position and to wear comfortable
clothing for treatment.
Data analysis
The sample size calculation will be performed to detect
a difference of 2 points in pain intensity as measured by
the NRS (estimated standard deviation = 1.9 points) and
four points in functional disability as measured by the
Roland Morris questionnaire (estimated standard devi-
ation = 4.9 points). Specifications will be based on α =
0.05, statistical power of 80 % and follow up loss of 15%.
Following these parameters, 33 patients will be placed
in each group.
Sample size calculation
Sample size was defined in order to detect a 2-point differ-
ence between groups on the pain intensity outcome
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measured by the Pain Numerical Rating Scale, assuming a
standard deviation of 1.9 points [23]. We also sought
power to detect a 4-point difference in functional disability
measured by the Roland Morris Disability Questionnaire,
with an estimated standard deviation of 4.9 points
[24, 25]. Power was defined as 80% for an alpha of 5% and
attrition (drop-outs) of 15%. Accordingly, 33 participants
per group will be needed.
Statistical analysis
Data normality will be tested through visual inspection of
histograms. The statistical analysis of our study will follow
intention-to-treat principles. Repeated measures analysis
of variance (ANOVA) will be used to investigate the effect
of treatment (Acupuncture vs Electroacupuncture), time
(baseline, post-treatment, 3 months follow up), and
interaction terms between treatment group versus time. If
differences between groups were identified, the Turkey-
test for multiple comparison will be conducted. Two-sided
paired t tests will use for within-group comparisons
(comparing baseline to follow up). If we found non-
normally distributed data, we will use the Kurtosis-Wallis
test. For all of these analyses, we will use the SPSS version
21 software (SPSS Inc, Chicago, Illinois).The confidence
interval will be established at 95%, and the significance
level at 0.05.
The relative gain (RG) with treatment will be calcu-
lated with the following equation:
RGi ¼ Baselinei−Endið Þ  100Baselinei
Ethics and data security
This trial was approved by the Ethics Committee of the
School of Medicine of the University of Sao Paulo (protocol
study 350/13). All patients will be asked to provide written,
informed consent prior to randomization, using standard
forms. Data access and storage will be in accordance with
the National Health and Medical Research Council guide-
lines. This trial is registered on ClinicalTrials.gov (a service
of the US National Institutes of Health) under the number
NCT02039037 (October 30th, 2013).
Discussion
The results of this study will contribute to a better under-
standing of the effectiveness of Electroacupunture and
acupuncture in patients with chronic LBP in the short and
medium term. The results of this study may help physical
therapists and acupuncturists in their clinical decision mak-
ing and to detect relevant clinical treatment with a low risk
of bias. To increase the clinical relevance of the test results.
This trial was designed to reproduce the intervention
exactly as it is currently recommended by TCM as well as
guidelines [1, 10, 30] on the treatment of patients with
chronic LBP, and we hope that this study will help to
reduce pain and disability. Studies have already shown
the effectiveness of acupuncture as an intervention in
Triage to determine 
participant eligibility
Randomization
N = 66 
Acupuncture Group
N = 33
Electroacupuncture Group
N = 33
Pain, functional disability, 
perception measured, quality of 
life, depression, flexibility and 
kinesiophobia will be measured.
Pain, functional disability, 
perception measured, quality of 
life, depression, flexibility and 
kinesiophobia will be measured
Patient 
allocation
Criteria for inclusion 
and exclusion
Recruitment
Post-treatment assessment Post-treatment assessment
3 months follow - up 3 months follow - up
Fig. 1 Flow diagram of study design showing the randomization of participants. Patients will receive 12 sessions of Chinese acupuncture or
electroacupuncture treatment lasting one hour, twice a week for 6 weeks
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patients with LBP compared with placebo-controlled
groups [2, 4, 9, 28]: in our study both techniques are
applied separately, thus we can evaluate the effects
separately; this has not been previously reported, and
there are currently no studies demonstrating whether
one technique is more effective than the other. There is
currently no answer to the question: “Is electroacu-
puncture better than manual acupuncture?” There is a
tendency, among modern acupuncturists, to consider
this a truism, but there is no scientific evidence to back
up this statement. More research is necessary, specific-
ally designed to respond that question.
The study will contribute to clinical practice by pro-
viding evidence that will help guide decisions about the
appropriate treatment of patients with chronic LBP and
also may contribute a solution to the difficult problem
of the chronicity of acute pain, and promote the clinical
application of EA our acupuncture analgesia. The results
will be published once the study is completed.
Study limitations
The main limitation of the present study is the inability
to blind the participants and the therapist with regard to
treatment allocation. Also a possible limitation is the fact
that we do not include a treatment control group that
would allow for the evaluation of the absolute effects of
both interventions.
Trial status
We are currently recruiting participants.
Abbreviations
AG: acupuncture group; BDI: Beck depression inventory; CAPES: Coordenação
de Aperfeiçoamento de Pessoal de Nível Superior; CONSORT: Consolidated
Standards of Reporting Trials; EA: electroacupuncture; EG: electroacupuncture
group; LBP: low back pain; NRS: pain numeric scale; SF-36: short form health
survey questionnaire; SPSS: Software statistical package for the social
sciences; STRICTA: Revised Standards for Reporting Interventions in Clinical
Trials of Acupuncture; TCM: traditional Chinese medicine; TENS: transcutaneous
electrical nerve stimulation; TSK: Tampa scale of kinesiophobia.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
JC, MOM, TNB, LAVR, GPLA, APMCS, SRFM, JCF, CSMA, and APM, were
responsible for the design of the study. APM will act as the study
coordinator. All authors read and approved the final manuscript.
Acknowledgements
This study has Public Financial Support from the State of Sao Paulo Research
Foundation (CAPES), Brazil. Josielli Comachio is a Masters student supported by
a scholarship from the Coordenação de Aperfeiçoamento de Pessoal de Nível
Superior-(CAPES). Department of Physical Therapy, Speech and Occupational
Therapy, School of Medicine, University of São Paulo, São Paulo, SP, Brazil.
Author details
1Department of Physical Therapy, Communication Science & Disorders,
Occupational Therapy, University of São Paulo, São Paulo, Brazil. 2Federal
University of Amapá - Campus Binacional do Oiapoque, Amapá, Brazil.
3Department of Physical Therapy, Medical School, Federal University of Ceará,
Fortaleza, Brazil.
Received: 20 May 2015 Accepted: 3 July 2015
References
1. Airaksinen O, Brox JI, Cedraschi C, Hildebrandt J, Klaber-Moffett J, Kovacs F,
et al. Chapter 4 - European guidelines for the management of chronic
nonspecific low back pain. Eur Spine J. 2006;15:S192–300. doi:10.1007/
s00586-006-1072-1.
2. Beck AT, Erbaugh J, Ward CH, Mock J, Mendelsohn M. An inventory for
measuring depression. Arch Gen Psychiat. 1961;4(6):561–71.
3. Chou R, Qaseem A, Snow V, Casey D, Cross Jr JT, Shekelle P, et al. Diagnosis
and treatment of low back pain: a joint clinical practice guideline from the
American College of Physicians and the American Pain Society. Ann Intern
Med. 2007;147(7):478–91.
4. Ciconelli RM, Feraz MB, Santos W. Tradução para a língua portuguesa e
validação do questionário genérico de avaliação de qualidade de vida
SF-36. Rev Bras Reumatol. 1999;39:143–9.
5. Costa LO, Maher CG, Latimer J, Ferreira PH, Ferreira ML, Pozzi GC, et al.
Clinimetric testing of three self-report outcome measures for low back pain
patients in Brazil: which one is the best? Spine (Phila Pa 1976).
2008;33(22):2459–63. doi:10.1097/BRS.0b013e3181849dbe.
6. Costa LOP, Maher CG, Latimer J, Ferreira PH, Pozzi GC, Ribeiro RN.
Psychometric characteristics of the Brazilian-Portuguese versions of the
functional rating index and the Roland Morris disability questionnaire. Spine.
2007;32(17):1902–7. doi:10.1097/Brs.0b013e31811eab33.
7. Costa LDM, Maher CG, McAuley JH, Hancock MJ, Herbert RD, Refshauge KM,
et al. Prognosis for patients with chronic low back pain: inception cohort
study. Brit Med J. 2009;339:Artn B3829. doi:10.1136/Bmj.B3829.
8. Costa LDM, Maher CG, McAuley JH, Hancock MJ, Oliveira WD, Azevedo DC,
et al. The Brazilian-Portuguese versions of the McGill pain questionnaire
were reproducible, valid, and responsive in patients with musculoskeletal
pain. J Clin Epidemiol. 2011;64(8):903–12. doi:10.1016/j.jclinepi.2010.12.009.
9. Darlow B, Fullen BM, Dean S, Hurley DA, Baxter GD, Dowell A. The
association between health care professional attitudes and beliefs and the
attitudes and beliefs, clinical management, and outcomes of patients with
low back pain: A systematic review. Eur J Pain. 2012;16(1):3–17. doi:10.1016/
j.ejpain.2011.06.006.
10. Delitto A, George SZ, Van Dillen L, Whitman JM, Sowa G, Shekelle P, et al.
Low back pain clinical practice guidelines linked to the international
classification of functioning, disability, and health from the orthopaedic
section of the American physical therapy association. J Orthop Sport Phys.
2012;42(4):A1–57. doi:10.2519/jospt.2012.0301.
11. George SZ, Fritz JM, Childs JD. Investigation of elevated fear-avoidance
beliefs for patients with low back pain: A secondary analysis involving
patients enrolled in physical therapy clinical trials. J Orthop Sport Phys.
2008;38(2):50–8. doi:10.2519/jospt.2008.2647.
12. Guideline NC. Early management of persistent non-specific low back pain:
A NICE guideline. National Institute for Health and Clinical Excellence. 2009.
13. Han J. Electroacupuncture: an alternative to antidepressants for treating
affective diseases? Inter J Neurosis. 1986;29(1–2):79–92.
14. Hutchinson AJP, Ball S, Andrews JCH, Jones GG. The effectiveness of acupuncture
in treating chronic non-specific low back pain: a systematic review of the
literature. J Orthop Surg Res. 2012;7:Artn 36. doi:10.1186/1749-799x-7-36.
15. Kwon Y, Kang M, Son S, Kim J, Lee Y, Han H, et al. Different frequencies of
electroacupuncture modified the cellular activity of serotonergic neurons in
brainstem. Am J Chin Med. 2000;28:435–41.
16. Lehmann TR, Russell DW, Spratt KF, Colby H, Liu YK, Fairchild ML, et al.
Efficacy of electroacupuncture and tens in the rehabilitation of chronic low-
back-pain patients. Pain. 1986;26(3):277–90. doi:10.1016/0304-3959(86)90057-6.
17. Magnusson SP, Simonsen EB, Aagaard P, Boesen J, Johannsen F, Kjaer M.
Determinants of musculoskeletal flexibility: viscoelastic properties, cross-sectional
area, EMG and stretch tolerance. Scand J Med Sci Spor. 1997;7(4):195–202.
18. Martins J, Sousa LM, Oliveira AS. Recomendações do enunciado CONSORT
para o relato de estudos clínicos controlados e randomizados. Medicina.
2009;42(1):9–21.
19. Nusbaum L, Natour J, Ferraz MB, Goldenberg J. Translation, adaptation and
validation of the Roland-Morris questionnaire - Brazil Roland-Morris.
Braz J Med Biol Res. 2001;34(2):203–10.
20. Pherson HM, Altman DG, Hammerschlag R, Li Youping, Taixiang W, Adrian
White et al. Revised STandards for Reporting Interventions in Clinical Trials
Comachio et al. Trials  (2015) 16:469 Page 6 of 7
of Acupuncture (STRICTA): Extending the CONSORT Statement. PLoS Medice.
2010;8(6):7.
21. Rainville J, Smeets RJEM, Bendix T, Tveito TH, Poiraudeau S, Indahl AJ.
Fear-avoidance beliefs and pain avoidance in low back pain-translating
research into clinical practice. Spine J. 2011;11(9):895–903. doi:10.1016/
j.spinee.2011.08.006.
22. Ratcliffe J, Thomas KJ, MacPherson H. Controlled trial of acupuncture care
for persistent low back pain: cost effectiveness analysis. Brit Med J.
2006;333(7569):626.
23. Souza FS, Marinho CD, Siqueira FB, Maher CG, Costa LOP. Psychometric
testing confirms that the Brazilian-Portuguese adaptations, the original
versions of the Fear-Avoidance Beliefs Questionnaire, and the Tampa Scale
of Kinesiophobia have similar measurement properties. Spine.
2008;33(9):1028–33. doi:10.1097/Brs.0b013e31811eab33.
24. Thomas M, Lundberg T. Importance of modes of acupuncture in the
treatment of chronic nociceptive Low-back-pain. Acta Anaesth Scand.
1994;38(1):63–9.
25. Varoli FK, Pedrazzi V. Adapted version of the McGill pain questionnaire to
Brazilian Portuguese. Braz Dent J. 2006;17(4):328–35.
26. Waddell G. The Back Pain Revolution. 2nd ed. Australia: Churchill
Livingstone; 2004.
27. Wang KM, Yao SM, Xian YL, Hou ZL. A study on the receptive-field of
acupoints and the relationship between characteristics of needling
sensation and groups of afferent-fibers. Sci Sin B-Chem B a M.
1985;28(9):963–77.
28. Weckowicz WMTE, Cropley AJ. A factor analysis of the beck inventory of
depression. J Consult Psychol. 1967;31:23–8.
29. Witt CM, Schutzler L, Ludtke R, Wegscheider K, Willich SN. Pragmatic
randomized trial evaluating the clinical and economic effectiveness of
acupuncture for chronic low back pain. Epidemiology. 2006;164(5):487–96.
doi:10.1097/Ajp.0b013e31820dfbf5.
30. Witt CM, Schutzler L, Ludtke R, Wegscheider K, Willich SN. Patient
characteristics and variation in treatment outcomes which patients benefit
most from acupuncture for chronic pain? Clin J Pain. 2011;27(5):550.
doi:10.1097/Ajp.0b013e31820dfbf5.
31. Wong RHL, Lee TW, Sihoe ADL, Wan IYP, Ng CSH, Chan SKC, et al.
Analgesic effect of electroacupuncture in postthoracotomy pain:
a prospective randomized trial. Ann Thorac Surg. 2006;81(6):2031–6.
doi:10.1016/j.athoracsur.2005.12.064.
32. World Health Organization: Acupuncture: Review and Analysis of Reports on
Controlled Clinical Trials. WHO Library Cataloguing-in-Publication Data,
Geneva; 2002.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Comachio et al. Trials  (2015) 16:469 Page 7 of 7
